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A META-ANALYTIC REVIEW OF THE RELATIONSHIPS BETWEEN THE 
THERAPEUTIC ALLIANCE, EMPATHY, AND GENUINENESS IN INDIVIDUAL 
 ADULT PSYCHOTHERAPY 
Jacob B. Nienhuis 
December 5, 2013 
This dissertation explored the relationship between the therapeutic alliance and 
perceptions of therapist empathy and genuineness through a systematic review and meta-
analysis.  Alliance, empathy, and genuineness are each integral parts of the therapeutic 
relationship.  Prior meta-analyses demonstrated that alliance, empathy, and genuineness 
each had a moderate relationship to therapy outcome.  No previous analysis has explored 
how therapist empathy and genuineness contribute to the therapeutic alliance.  Studies for 
this analysis were obtained through a multi-part search strategy.  Out of 2,141 obtained 
abstracts, 46 studies contained enough data for inclusion in the meta-analysis.  Thirty-six 
studies reported alliance/empathy relationships, six studies reported alliance/genuineness 
relationships, and four studies reported both.  Random effects meta-analyses revealed that 
therapeutic alliance was related to perceptions of therapist empathy with a mean r(k = 40) 
= .51 (95% CI = 0.43-0.59).  Therapeutic alliance was related to perceptions of therapist 
genuineness with a mean r(k = 10) = .53 (95% CI = 0.40-0.65).  Tests of publication bias 
indicated a low likelihood of publication bias affecting the strength and direction of the 




(client, therapist, and observer), measure of therapeutic relationship variables, client and 
therapist race/ethnicity, theoretical approach to treatment, publication source, and client-
to-therapist ratio.  Future directions for study of the therapeutic relationship are 
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CHAPTER I  INTRODUCTION AND LITERATURE REVIEW 
Psychotherapy is an effective method for creating behavior change (Smith & 
Glass, 1977; Smith, Glass, & Miller, 1980; Wampold, 2001, 2007, 2010).  Understanding 
why psychotherapy leads to behavior change requires, in part, an investigation of the 
mechanisms of change (Lambert & Ogles, 2004; Wampold, 2001).  Among these 
potential mechanisms, the therapeutic relationship (e.g., the relationship between the 
client and the therapist in individual therapy) has been widely studied as core aspect 
contributing to the gains made in psychotherapy.  Research suggests that the therapeutic 
relationship and its elements (e.g., alliance, real relationship, empathy, etc.) explain more 
variance in treatment outcomes than specific treatment modality (Wampold, 2001).  The 
alliance is one of the most prominently studied aspects of the therapeutic relationship in 
psychotherapy (Grencavage & Norcross, 1990).  Studies have shown that relational 
aspects, such as the alliance and empathy, account for equal or greater influence on 
therapy outcome when compared to bona fide methods of treatment (Ahn & Wampold, 
2001; Wampold, 2001; 2007).  Wampold (2007) posited that the relational factors 
inherent in therapy could account for the significant client changes.  The present study 
sought to explore the relationships between some of these relational factors.   
As part of the American Psychological Association’s (APA) task force to explore 
―Evidence-Based Relationships‖ (EBR), Norcross (2011) compiled a series of meta-
analyses on relationships in psychotherapy. The studies included in this publication 




outcomes.  General relational components included the therapeutic alliance (Horvath, Del 
Re, Flückiger, & Symonds, 2011), empathy (Elliott, Bohart, Watson, & Greenberg, 
2011), collaboration (Shick Tryon & Winograd, 2011), genuineness (Kolden, Klein, 
Wang, & Austin, 2011), and countertransference management (Hayes, Gelso, & 
Hummel, 2011).  Further, other general therapeutic processes included stages of change 
(Norcross, Krebs, & Prochaska, 2011), culture (Smith, Domenech Rodriguez, & Bernal, 
2011), expectation (Constantino, Glass, Arnkoff, Ametrano, & Smith, 2011), resistance 
(Beutler, Harwood, Michelson, Song, & Holman, 2011), and attachment style (Levy, 
Ellison, Scott, & Bernecker, 2011).  In the final chapter, Norcross and Wampold (2011) 
concluded that the evidence-based therapeutic relationship ―makes substantial and 
consistent contributions to psychotherapy outcome independent of the specific type of 
treatment‖ (p. 423).   
The present study used the EBR framework as a guideline for examining 
relationships between elements of the therapeutic relationship, with the goal of adding to 
the evidence-based literature on the importance of the therapeutic relationship.  The 
relationship variables of interest were the therapeutic alliance and client perceptions of 
therapist empathy and genuineness.  Several theories of psychotherapy process 
acknowledge the importance of these relationship variables.  For instance, Beck and 
Freeman (1990) stated that a trusting relationship is needed at the beginning of cognitive 
therapy.  They further highlight the importance of openness and honesty (genuineness), 
mutual work toward goals and means to those goals (alliance), and sensitivity to the 
client’s needs in therapy (empathy).  Moreover, core to the therapeutic relationship, 




for client change.  A recent study provided empirical support linking Rogerian conditions 
to positive treatment outcome (Zuroff, Kelly, Leybman, Blatt, & Wampold, 2010).   
The present study also explored relationships between the different components of 
the therapeutic relationship as conceptualized by Gelso and Carter (1994).  These authors 
identified three components of the therapeutic relationship: 1) the working alliance, 
which is the agreement on the tasks and goals for therapy; 2) countertransference 
management, which is how the therapist manages personal feelings toward the client; and 
3) the real relationship, which is the genuine and realistic relationship between client and 
therapist.  The authors posited that these relationship components interacted with each 
other.  Each component of Gelso and Carter’s conceptualization of the therapeutic 
relationship is evident in the present study.  Empathy is a facet of countertransference 
management (Gelso & Hayes, 2001) and genuineness is an aspect of the real relationship.  
The present study sought to examine the extent of the relationships between these aspects 
of the therapeutic relationship. 
The following sections provide an overview of the major studies and literature 
reviews examining the therapeutic alliance, empathy, and genuineness related to 
psychotherapy outcome.  They review definitions, measurement, and effects of measurer 
perspective on the targeted relationship variables.    
Therapeutic Alliance 
 This section reviews the history of the alliance in therapy, examines commonly 
used measures of the alliance, reviews the findings of past meta-analyses of alliance 






The therapeutic alliance holds an established and important place in therapy.  The 
concept dates back to Freud’s (1913/1958) explanations of the patient-analyst 
relationship.  Freud was trying to understand why the patient continued to return to 
therapy when the therapeutic content could be frightening. No formal term of ―alliance‖ 
existed; however, Freud referred to this dilemma as exploring transference and allying 
with the client against the neuroses as a common foe.  Although this initial interpretation 
of the therapeutic alliance was specific to psychoanalysis the therapeutic alliance 
appeared in different forms in most subsequent theories.   
Sterba (1934) was the first to use the term ―ego alliance‖ to describe the 
relationship between the reasonable parts of the therapist and client.  Sterba concluded 
that this type of relationship originated from the client’s ego and identified with the 
working style of the therapist.  Zetzel (1956) was the first to use the label of ―therapeutic 
alliance,‖ which, in her definition, represented the client’s attachment to, and 
identification with, the analyst.  Greenson (1965) delineated the aspect of conscious 
collaboration within the alliance.  His article also began the tradition of using 
―therapeutic alliance‖ and ―working alliance‖ interchangeably.   
Luborsky (1976) extended this concept by outlining two phases of the alliance.  
The first phase involves the client identifying the therapist as a helper and the therapist 
providing a warm, supportive relationship for the client.  This provides a secure 
relationship foundation from which the work of therapy can be built.  The second phase 
has the client faithfully investing his or her effort in the process of therapy.  Concurrent 




Type I alliance involves the client’s experience of the therapist as helpful and supportive.  
The Type II alliance involves the client’s experience of the therapeutic process as a 
mutual struggle pitting the client and therapist against the client’s presenting problem.  
Under this model, the therapist’s goal should be creating a Type I alliance leading to a 
Type II alliance with the client. 
Bordin (1979) developed a pantheoretical definition of the working alliance that is 
still used in many studies.  This definition outlines three components of the therapeutic 
alliance: (a) bond between client and therapist; (b) agreement on the tasks directed 
toward improvement; and (c) agreement on therapeutic goals.  Having a broad definition 
gave the alliance applicability across various therapeutic methodologies, and now most 
counseling theories include some conceptualization of the therapeutic alliance.  Much of 
the recent research focuses on the alliance in practice, as opposed to the alliance in 
theory.  Some theories of psychotherapy view the therapeutic alliance as one of the 
strongest mechanisms of change (Barrett-Lennard, 1962; Rogers, 1957; Wampold, 2001), 
while other theories believe the alliance is necessary for change, but not a primary 
mechanism of change (Leichsenring, Hiller, Weissberg, & Leibing, 2006).  Bordin’s 
(1979) pantheoretical definition of the alliance receives continued use in recent research 
(Baldwin, Wampold, & Imel, 2007; Hauser & Hays, 2010).   
Alliance in individual adult psychotherapy differs from the therapeutic alliance 
conceptualized in couple, family, child, adolescent, and/or group therapy.  Clients’ age or 
developmental level can affect the alliance (Shirk & Karver, 2011).  Likewise, the 
presence of multiple actors in the therapeutic encounter affects the alliance (Burlingame, 




presented the model of Integrative Psychotherapy Alliance, which viewed the alliance 
across interpersonal domains of self, other, group, and system.  These domains accounted 
for alliance differences based on the number of actors in the therapeutic setting.  Norcross 
(2011) approached these differences by asking the chapter authors to perform different 
meta-analyses based on the number of persons in therapy and the client age.  In keeping 
with this trend, the present study will focus on the therapeutic alliance in adult individual 
psychotherapy. 
Measures of Alliance 
 There are many measures of therapeutic alliance.  Recent analyses identified over 
30 measures of the therapeutic alliance (Horvath et al., 2011).  Some of these measures 
were previously established while others were used for a small group of studies.  For 
purposes of succinctness, I have detailed only the more commonly used measures.   
 Alliance research has primarily studied the alliance through four measures.  Each 
of these measures obtained good (r = 0.90-0.98) internal consistency scores (Tichenor & 
Hill, 1989).  These measures were: the California Psychotherapy Alliance Scale 
(CALPAS; Gaston & Marmar, 1994), the Helping Alliance Questionnaires (HAq and 
HAq-II; Alexander & Luborsky, 1986; Luborsky et al., 1996), the Vanderbilt Therapeutic 
Alliance Scale (VTAS; Henry & Stupp, 1994), and the Working Alliance Inventory 
(WAI; Horvath & Greenberg, 1989).  The CALPAS measures alliance across four 
dimensions: therapeutic alliance (client identification and attachment with therapist), 
working alliance (working partnership between therapist and client), therapist’s 
understanding and involvement, and client/therapist agreement on goals.  The CALPAS 




alliance was based upon Zetzel’s (1956) conceptualization of the alliance whereas the 
working alliance was based upon Sterba’s (1934) ego alliance (Gaston & Marmar, 1994).  
The other three measures were based on Bordin’s (1979) definition of the alliance.  A 
factor analysis of the HAq-II revealed two distinct factors, referred to as positive and 
negative alliance (Luborsky et al., 1996).  Also based on Bordin’s (1979) description, the 
VTAS contains six factors measuring aspects of the therapeutic relationship: positive 
therapeutic climate, client resistance, therapist intrusiveness, client motivation, client 
responsibility, and client anxiety (Henry & Strupp, 1994).  The WAI contains three 
subscales, each directly tied to an aspect of Bordin’s (1979) definition: goal, bond, and 
task (Horvath & Greenberg, 1989).  Each of these measures has been in use for over 15 
years.   
 Hatcher and Barends (1996) studied the factor structure of the CALPAS, HAq, 
and WAI, concluding that ―Confident Collaboration‖ was a common theme among the 
measures (p. 1326).  A confirmatory factor analysis compared these same three measures’ 
client/therapist agreement on the importance of helpfulness and therapist clarity on tasks 
and goals (Hatcher, Barends, Hansell, & Gutfreund, 1995).  Tichenor & Hill (1989) 
found significant (r = 0.80-0.84) correlations between the CALPAS, VTAS, and WAI-O 
suggesting that the different forms were equivalent measures of the alliance.     
Beyond these four core measurements there are several variations of measuring 
therapeutic alliance measurement.  The aforementioned scales have different versions to 
serve different purposes (e.g., short forms, forms for different raters, and versions for a 
specific therapeutic context).  The relationships between the original forms and the form 




 One potential benefit of this review is determining whether some measures assess 
therapist characteristics or client perceptions more accurately than others.  Horvath et al. 
(2011) addressed differences between alliance measures in their final meta-analysis.  The 
authors did not find any significant moderator effects between alliance measures.  
However, they did find that only the effect sizes associated with the CALPAS and 
Vanderbilt Psychotherapy Process Scale (VPPS) were closely grouped-together, 
suggesting that raters using the CALPAS and VPPS were measuring the same central 
construct.  Effect sizes obtained from scales used in less than three studies, were grouped 
together for the moderator analysis.   
 Another important consideration is the rater of the alliance.  Horvath et al. (2011) 
found a significant moderator in the alliance rater, where the variability between the 
client-rated alliance and the therapist-rated alliance was greater than expected by chance.   
Therapeutic Alliance and Outcome 
 Horvath and colleagues (e.g., Horvath et al., 2011; Horvath & Bedi, 2002; 
Horvath & Symonds, 1991) and Martin et al. have conducted meta-analyses examining 
the therapeutic alliance related to treatment outcome.  These reviews, based on 24 to 190 
studies, have concluded that alliance and outcome are moderately related (r = 0.21-
0.275).  In general these studies suggest few important moderators of the observed effects 
(primarily the perspective of the alliance and outcome rater).  Authors of the earlier 
reviews concluded that study effects were homogenous (Martin et al., 2000; Horvath & 
Symonds, 1991), but later studies found significant heterogeneity (Horvath et al., 2011; 
Horvath & Bedi, 2002).  This could be due to the increase in number of studies used in 




 In two of the four meta-analyses the alliance-outcome relationship was 
complicated by between-study heterogeneity.  Using the data from Horvath et al. (2011), 
Flückiger, Del Re, Wampold, Symonds, and Horvath (2011) found that research design 
(e.g., randomized clinical trial or other), use of disorder-specific manuals, type of therapy 
(e.g., cognitive, behavioral, or other), and researcher allegiance did not have a moderating 
effect on the alliance-outcome relationship.  The researchers did find a link between 
allegiance and the alliance-outcome relationship when measured at the beginning of 
therapy, but this stabilized over time. 
Outside of individual psychotherapy with adult clients, the therapeutic alliance 
continues to be an effective tool for predicting better treatment outcomes.  Shirk and 
Karver (2011) conducted a meta-analysis of working alliance and therapeutic outcome 
with child and adolescent clients.  The alliance was found to be a significant contributor 
to outcome, although there were significant moderators.  Additional analyses showed that 
the alliance was more closely related to treatment outcome for children than for 
adolescents.  Friedlander et al. (2011) performed a meta-analysis of couple and family 
therapy alliances and outcomes, again finding a significant relationship between the two 
variables.  Both of the aforementioned reviews noted that maintaining alliances with 
multiple involved parties (e.g., child and parent, partner and partner) required a delicate 
balance that kept the focus on treatment goals while addressing the concerns of multiple 
parties.   
One recent review began the work of systematically reviewing the elements of a 




client attachment style related to the therapeutic alliance and found a positive small to 
medium sized effect for the association between attachment and alliance (r = 0.17).   
Although the research base of the therapeutic alliance is strong, several areas still 
require additional research.  Horvath and Luborsky (1993) recommended, ―studies aimed 
at identifying specific therapist actions that facilitate alliance development‖ (p. 570).  
This recommendation is nearly 20 years old and there are still many gaps in the research 
on therapist contributions to the alliance.  The present study measured therapist 
contributors to the therapeutic alliance and thereby addressed comments made in the 
aforementioned works.  
The present study included a systematic review of the research on the therapeutic 
alliance related to client perceptions of therapist empathy and genuineness. The purpose 
was to identify additional contributors to the alliance.  I conducted a literature search 
designed to collect all studies of individual adult psychotherapy with sufficient data 
exploring the relationship between therapeutic alliance and client perceived therapist 
empathy and genuineness.   
Therapist Effects on Alliance 
 Therapists have a large impact on the development and strength of the therapeutic 
alliance.  Dinger, Strack, Leichsenring, Wilmers, and Schauenburg (2008) conducted a 
multilevel regression of therapist effects.  They found that therapists accounted for only 
3% of the variance in treatment outcome, but 33% of the variability on the alliance.  Duff 
and Bedi (2010) questioned recent therapy clients about the behaviors of their therapist 
and recorded their alliance ratings.  Of the 15 presented behaviors, 11 were identified as 




62% of the variance on the alliance score including: 1) making positive comments about 
the client, 2) using encouraging statements, and 3) greeting the client with a smile.  These 
results suggest that these behaviors may convey interest in clients’ wellbeing and 
encourage clients’ strengths, which may be evidence of therapists’ empathy and 
contribute to client’s perception of therapist genuineness.   
Other studies extend the effects of the therapist to treatment outcome.  Baldwin, 
Wampold, and Imel (2007) studied whether patients and therapist variability affected the 
alliance-outcome relationship.  Their results showed that some therapists tended to have 
stronger average alliance ratings than others.  These differences were also evident in 
treatment outcomes where therapists who were rated as having strong quality alliances 
tended to have clients with more positive outcomes than therapists who were rated as 
having weaker quality alliances.  This study showed how the abilities of different 
therapists could impact the therapeutic relationship.  
Given the alliance-outcome relationship and its variance between therapists, it 
makes sense to examine therapist behaviors related to the alliance.  Thomas et al. (2005) 
compared observer ratings of alliance with therapist behavior, finding that certain 
therapist behaviors (namely advice-giving and self-disclosure) contributed to the 
formation of stronger alliances with couples and families.  When the behaviors were 
entered into a hierarchical regression model they were found to be predictors of alliance.  
However, the therapist behaviors did not predict alliance as strongly as the behaviors of 
the other partner.  Other studies examined therapist behavioral effects on individual 
therapy, thereby removing the added variance provided by family and partner influence.  




and low ratings of the alliance.  Their study found the therapists were more supportive 
than directive in sessions with low alliance ratings.  This finding contradicts Duff and 
Bedi (2010), although it could be attributed to differences in methodologies.  
Nesting.  There are some inherent concerns with studying therapeutic 
relationships.  In randomized control trials clients are randomly assigned to treatments 
but are not often randomly assigned to therapists.  This can be problematic since, like 
groups of clients assigned to a particular treatment, groups of clients assigned to a 
particular therapist may experience different outcomes than another group of clients 
because of differences between therapists.  Client-therapist interactions are nested 
designs where a group of clients is nested within a single therapist.  Nesting occurs in 
alliance research and threatens the assumption of independence.  If multiple clients see a 
single therapist, then it is difficult to maintain that each relationship measure should be 
treated as an independent observation.  Nesting is a within-therapist and treatment 
occurrence.  In most psychotherapy studies, different therapists provide treatment to 
multiple clients under a single treatment condition.  However, studies do not often 
account for the within- and between-therapist effects.  If some therapists’ clients have 
better average outcome ratings than others’, then groups of clients seeing a particular 
therapist seem to benefit more than clients seeing another therapist regardless of the 
client characteristics.  Similarly, therapists do not often provide more than one treatment 
to clients, so the problem of nested treatments often occurs.   
 Marcus, Kashy, and Baldwin (2009) performed a content analysis of two 
prominent journals (Journal of Consulting and Clinical Psychology and Journal of 




accounted for nesting effects in their designs. The concern about nesting in the present 
study regarded the abilities of some therapists to form better alliances than other 
therapists do.  For the therapists who form stronger alliances would greater ability to use 
empathy and genuineness in session follow?  And if so, would studies contain enough 
information about the between-therapist differences to more fully examine these 
differences?  The present study sought to use available between-therapist information to 
answer this question. 
 Past reviews acknowledged the flaws in studying the therapeutic relationship.  
Studies of the relationship are necessary, but basing conclusions solely on the client, 
therapist, or the therapeutic relationship in any therapeutic dyad ignores the 
interrelationship of the other variables (Lindgren, Folkesson, & Almqvist, 2010).  Several 
methodological corrections can address this problem, but many studies ignore these 
methods.  To guard against these effects, Walwyn and Roberts (2010) suggested greater 
inclusion of therapist variables at the outset of the study, analysis of within-therapist and 
between-therapist clusters, and multilevel modeling.     
Therapist Characteristics 
Thus far, there has been no systematic review analyzing the therapist-based 
characteristics that contribute to the therapeutic alliance.  The most comprehensive 
reviews of the literature come from Ackerman and Hilsenroth (2001, 2003).  They 
reviewed studies that identified client perceptions of therapist characteristics that 
positively and negatively impacted the therapeutic alliance.  The reviewed characteristics 
that impacted the alliance included empathy, openness, warmth, confidence, respect, 




be a good systematic review and meta-analysis that examine the therapeutic alliance 
related to client perceptions of therapist empathy and genuineness.   
Although reviews of therapist characteristics contributing to the alliance are 
lacking, other reviews highlight the effects of client perceptions of therapist 
characteristics on treatment outcome.  Beutler, Machado, and Neufeld (1994) created a 
way to categorize certain therapist variables that can affect the therapeutic relationship.  
Objective and subjective characteristics appeared on one axis while cross-situational 
traits and therapy-specific states were on the other axis.  Objective, cross-sectional traits 
included the characteristics more easily observed in the therapist regardless of the 
environment, such as sex, age, and ethnicity.  Subjective, cross-sectional traits were traits 
that do not vary by situation, but require deeper analysis.  These traits included 
interpersonal style, emotional state, values, and cultural competency.  Objective, therapy-
specific traits included professional background, technique use, and therapeutic 
behaviors.  Subjective, therapy-specific traits included expectancy, therapeutic 
orientation, and social influence attributes.  These traits were hypothesized to contribute 
to the working alliance and treatment outcome.   
The present study examined traits that are amenable to training.  This focus 
excluded the objective, cross-sectional domain since many of these traits are relatively 
unalterable.  It can be argued that certain traits in the other domains (e.g., cultural values, 
attitudes, and attribution style) are relatively ingrained.  Therefore, this study was 
concerned only with client perceptions of therapist-based traits/characteristics amenable 




Past studies and meta-analyses on outcome and client perceptions of therapist 
characteristics have included studies that focus on these different trait domains.  The 
literature on cross-sectional, subjective traits included studies of religious belief (Bergin, 
1991) and emotional wellbeing (Beutler, Machado, & Neufeldt, 1994).  Other research 
focused on general personality similarity (Herman, 1998), interpersonal style (Beutler et 
al., 2004), and type and amount of therapeutic training (Smith, Glass, & Miller, 1980).  
Studies and reviews of objective, cross-sectional therapist traits (e.g., sex, age, and 
ethnicity) related to treatment outcome showed very little effect (Beutler et al., 2004).  
Other traits have received less research attention. 
One of the central controversies in studying therapist traits is the debate of 
whether observed traits exist between therapists or within therapists.  This question arose 
sporadically in past research literature.  Because researchers tended to measure traits 
based on their perceptions many wondered if assessments based on perceptions gave a 
measure of: 1) a trait within a therapist, 2) the client’s perception of their therapist, or 3) 
an interaction between the two.  If the first option was true, then client-rated measures of 
therapist characteristics truly assessed the traits they wished to quantify.  In that case, 
there would be no trouble conducting a meta-analysis of therapist traits.  If the second 
option was true, then the client-rated measures actually gave an estimate of how the client 
perceived the given trait.  A way to mediate this problem is to code for therapist nesting 
and look for consistencies between the clustered participants.   
If the third option was true, then the client-therapist interaction influenced the 
client’s rating based on the therapist’s level of the trait and how the client perceived this 




essay about therapist responsiveness.  He posited that therapists acted more responsively 
to clients whom they like.  The therapist’s liking may stem from client personality, 
engagement in treatment, or fit with the therapist.  Through the 
transference/countertransference aspect of the therapeutic relationship the client would 
receive this liking and therefore rated their therapist more positively.  The basic question 
amounts to this: Do variations in trait-ratings of the therapist exist as a product of the 
responsive interactions in the therapeutic relationship or are there true variations in trait 
levels possessed by different therapists?   
A few past studies outlined hypotheses for their results based on this debate.  If a 
group of clients rated their therapists on a given trait, and a graph of the scores showed 
random scatter across therapists, then I could conclude that clients measured based on 
their perception of the trait.  However, if the therapist’s obtained scores appeared in a 
cluster for each rated therapist, then I could conclude that the client measured a trait 
possessed by the therapist instead of simply their perception of the therapist.   
This dilemma was addressed in the present study through closer analysis of nested 
designs.  The studies that provided enough data to account for between-therapist 
differences were analyzed separately from all other studies.  In addition to the overall 
relationship between the therapeutic alliance and client-perceived therapist empathy and 
genuineness, the results also outlined between-therapist effects gleaned from studies with 
data accounting for nesting.  This provided further insight into between-therapist 







History of Empathy Research. The conceptualization of empathy began in the 
late 1800s through the study of aesthetics.  Vischer (1873; cited by Listowel, 1934) 
provided the term ―Einfühlung‖ to mean one’s projections of real psychic feelings into 
the people and things in their perception.  Lipps (1903; cited by Wispe, 1987) believed 
that, through projection and imitation, people understood and responded to one another 
through ―Einfühlung,‖ which then increased the imitation of affect.  ―Einfühlung‖ was 
soon translated into an English equivalent of ―empathy‖ (Titchener, 1909).  Titchener’s 
(1924) definition of empathy defined it as a ―process of humanizing objects, of reading or 
feeling ourselves into them‖ (p. 417).   
Psychologists picked up the study of empathy emphasizing the self-other 
differentiation and adding a cognitive component (Deutsch & Madle, 1975).  Empathy 
has held a central position in the therapeutic relationship since research on therapeutic 
relations began.  Most famously, Rogers’ (1957) Person-Centered Therapy holds accurate 
empathy as a central technique for engendering client change.  From the 1960s to the 
early 1970s empathy frequently appeared in the psychotherapy literature as an effective, 
necessary helping skill included in therapist training.  Research during the 1970s and 
early 1980s scrutinized the sufficiency of empathy as a mechanism of therapeutic change 
(Elliott et al., 2011).  Reviews evidenced the effects of empathy as a core component of 
the therapeutic relationship (Patterson, 1984; Truax & Carkhuff, 1967).  Watson (2001) 
recognized a dearth in empathy research from the years 1975 to 1995 as empathy was 
eclipsed by other helping skills.  Since that time, empathy research experienced 




2007), cognitive (Shechtman, 2002), developmental (Eisenberg & Strayer, 1987; 
Hoffman, 2000), and social (Davis, 1994) perspectives on empathy.   
Definitions of Empathy.  Given the variety of perspectives on empathy, some 
difficulty followed in defining the construct of empathy.  There is no universally agreed-
upon definition of empathy in psychotherapy (Egan, 2010).  Batson (2009) identified 
eight similar-but-different concepts that referred to as ―empathy.‖  These include: 1) 
knowing another person’s emotional state, thoughts, and feelings, 2) adopting the posture 
or matching the neural responses of an observed individual, 3) feeling as another person 
feels, 4) projecting oneself into another person’s situation, 5) imagining how another is 
thinking or feeling, 6) imagining how one would think, feel, or act in the place of another, 
7) experiencing distress when witnessing another suffering, and 8) feeling for another 
who is suffering.  Comprehensive empathy definitions often overlaid a handful of these 
aspects to create a general idea of the term.   
Past reviews identified that most empathy definitions fall within specific dyads.  
These dyads were dispositional vs. state-specific, cognitive vs. affective, and client-rated 
vs. therapist-rated (Duan & Hill, 1996; Gladstein, 1987; Ham, 1987).  Other works 
differentiated types of empathy, each with its own utility and focus (Bohart & Greenberg, 
1997).  Barrett-Lennard (1981) outlined a five step cycle of empathy occurring in 
therapy: 1) the therapist attends to the expressive client, 2) the therapist understands the 
client’s experience in a way that makes it vividly salient to the therapist, 3) the therapist 
communicates awareness of the client’s feelings, 4) the client attends to the therapist’s 
response and understands it, and 5) the client continues their expression in a way that 




the therapeutic relationship, thus continuing the empathy cycle.  An empathetic 
therapeutic relationship involves the therapist and client building on one another’s 
expressions of mutual understanding.   
Dispositional and state-specific empathy have been investigated, illuminating 
different outcomes.  The dispositional perspective posited that empathy is a stable trait 
and implies that some individuals are inherently more empathetic than others.  The state-
specific definitions supposed that empathy is a relationally based characteristic between 
two individuals with one taking the perspective of the other.  State-specific included 
aspects of both the empathizer and the empathized along with situational factors.  The 
state-specific perspective implied more trainability in empathy while the dispositional 
perspective entailed a belief that empathy is a more unchangeable trait.   Past research 
examined empathy as both a dispositional and state-specific construct (Duan & Hill, 
1996).  Both dispositional and state-specific empathy can be tested with a nested design.  
This would account for the therapist- and situation-specific aspects that make up client 
perceptions of therapist empathy.   
The internal definitions therapists use to understand their use of empathy during 
their practice of psychotherapy tended to be different than literature-based definitions of 
empathy.  It was beneficial to understand how therapists conceptualized empathy because 
it reflected how they understood their use of empathetic responses in session.  Taylor 
(1996) used phenomenological analysis to identify themes of empathy based on interview 
transcripts.  Therapists identified four themes: Letting Go (of therapist expectations), 
Connecting (to client experience), Being Responsible and Responsive, and Danger (of 




Empathy and Outcome.  A few meta-analyses addressed the relationship 
between empathy and treatment outcome.  Bohart, Elliott, Greenberg, and Watson (2002) 
used 47 studies to perform the first meta-analysis comparing these two variables.  They 
found a relationship of corrected r = .30, a medium effect size.  Moderating variables of 
length of therapy, treatment format, measurer perspective, and therapist experience 
complicated the relationship.  Empathy was more predictive of positive outcomes for 
group therapy over individual therapy.  It was less predictive of positive outcomes when 
treatment was longer and when the therapist had more experience.  In terms of rater 
perspective, although all rater perspectives had positive relationships with treatment 
outcomes (r = 0.20 – 0.32), client rated empathy had the strongest empathy-outcome 
relationship (r = 0.32).  Empathic accuracy did not have a significant moderating effect.  
Since these moderating variables affected the relationship between therapist empathy and 
therapy outcome, there could also be moderator effects on the relationship between 
empathy and alliance.  The overall effect size from Bohart et al. (2002) was similar to 
that of the alliance-outcome association (Horvath et al., 2011).  Elliott et al. (2011) 
performed a follow-up meta-analysis examining therapist empathy and treatment 
outcome.  This most recent synthesis used 59 samples from 57 studies.  Again, the 
researchers found a moderate relationship between the two variables, r = .30.  Although 
the results were complicated by heterogeneity, suggesting that additional factors may 
influence the strength of the relationship between empathy and outcome, the overall 
relationship showed that therapist empathy had some relationship to psychotherapy 




perceptions of therapist empathy both contributed to therapy outcome with similar 
magnitude.   
Therapist empathy is conceptualized as a large component of the therapeutic 
alliance (Feller & Cottone, 2003).  This could work two ways: 1) alliance building is seen 
as a sign of empathy, or 2) empathy could help build the alliance.  A positive relationship 
would imply that increases in alliance tend to coincide with increases with empathy, and 
therefore suggest concurrent increases and decreases in multiple areas of the therapeutic 
relationship.  A negative relationship would suggest that, although empathy and alliance 
impact therapy outcome, they act as opposing aspects of the overall therapeutic 
relationship.  A lack of relationship would imply that, although empathy and alliance 
impact therapy outcome, they do not have any interrelationship.  Understanding the way 
empathy is related to alliance can help determine the composition of the alliance.  Later 
studies may explore how empathy may covary with the alliance in predicting treatment 
outcome.   
Potential Moderators.  In planning moderator analyses for the present study, I 
examined moderators identified in previous meta-analyses and explored theoretical 
concerns.  Moderating variables are variables secondary to the constructs of interest in a 
study that affect the direction and/or magnitude of the relations between the constructs of 
interest.  Heterogeneity of study effect sizes indicates the presence of moderating 
variables.   
Bohart et al. (2002) and Elliott et al. (2011) identified some potential moderators 
in their analyses of empathy related to treatment outcome.  In both studies, moderator 




observer).  They found that client ratings of empathy were more strongly related to 
positive outcomes whereas therapist ratings of empathy were not as strongly related to 
outcome.  Other moderators included theoretical orientation (overall not significant, but 
significant variability within cognitive-behavioral and ―other‖ perspectives), year of 
study publication, study n, outpatient/inpatient treatment setting, individual/group 
therapy, length of therapy, client severity, and therapist experience level.  For the 
purposes of moderator analyses, the present study coded for participant and therapist n, 
time of the assessment, therapist experience level, therapist theoretical orientation, and 
raters of the alliance and therapist characteristics. 
Measures of Empathy. There are several scales used to measure empathy.  
Elliott et al. (2011) categorized measures of empathy into four groups based on the rater.  
These categories are: 1) client-rated empathy, 2) therapist-rated empathy, 3) observer-
rated empathy, and 4) empathic accuracy.  Empathic accuracy is a measure of congruence 
between client and therapist empathy ratings.  The present study examined measurement 
type, conducted an overall meta-analysis, and conducted moderator analyses necessitated 
by tests of heterogeneity.   
Client-rated measures of empathy are more commonly used.  The most widely 
used client-rated measure is the Barrett-Lennard Relationship Inventory (BLRI) empathy 
scale (Hill, Nutt, & Jackson, 1994).  The scale development was based on Rogers’ (1957) 
definition of empathy.  Due to its definition, the scale does not adequately measure 
empathy when observing counseling from an approach other than client centered 
(Lambert, DeJulio, & Stein, 1978).  Most client-report scales are given to clients at the 




Heaney, & Watt, 2004; Truax & Carkhuff, 1967).  As an alternative recollection-based 
empathy measures, Elliott’s (1986) Interpersonal Process Recall required clients to listen 
to audio recordings of their sessions focusing specifically on their therapists’ empathic 
responses.  Previous research suggests that the association between client-rated empathy 
and outcome is stronger than either therapist or observer rated empathy (Barrett-Lennard, 
1981; Bohart et al., 2002; Gurman, 1977; Orlinsky, Grawe, & Parks, 1994; Orlinsky & 
Howard, 1967, 1978). 
Therapist-rated empathy measures are less common than client- and observer-
rated measures.  The (BLRI) may have the only well-known empathy scale for therapist 
rating.  This could be because empathy is difficult to honestly assess through a self-report 
measure.  Other self-report measures of empathy seemed to arise as need dictated (e.g., 
Fields et al., 2004, 2011; Hogan, 1969).  Past studies showed that therapist-rated empathy 
had a lower effect on outcome compared to client- and observer-rated empathy (Bohart et 
al., 2002).   
Observer-rated empathy approaches empathy from a position outside the 
therapeutic relationship.  Similar to client-rated empathy, early observer-rated scales view 
empathy from a Rogerian perspective (Carkhuff, 1969; Truax & Carkhuff, 1967).  Newer 
measures base observer ratings on broad understandings of empathic responses (e.g., 
Response Empathy Rating Scale; Elliott et al., 1982).   
Genuineness 
History and Definitions of Genuineness. Similar to empathy, genuineness has 
strong roots in Person-Centered theory.  Along with therapist empathy, client-therapist 




the six necessary and sufficient conditions in therapy (Rogers, 1957).  Person-Centered 
therapy holds that a successful therapeutic relationship entails therapists should being 
genuine and clients perceiving their therapists as genuine.  A later research review 
supported this claim (Patterson, 1984).  Genuineness is defined as 1) therapists being 
fully themselves, with experience in therapy being an accurate representation of their self, 
and 2) therapists communicating their in-therapy experience of the client back to the 
client (Rogers, 1957).  This is not to suggest that Rogers believed counselors should share 
potentially hurtful information to clients, nor did he advocate excessive restraint of 
feelings.  Rather, he stressed the importance of consideration of client’s feelings, correct 
counselor expression of feeling in the therapeutic change process, and appropriate use of 
the counselor’s genuine reactions in addressing barriers to treatment success.  
 Research on the real relationship expanded on Rogers’ views of genuineness.  
Genuineness in the real relationship is defined as being, and being willing to be, ―what 
one truly is in the relationship‖ (Gelso & Carter, 1994, p. 297).  Beyond this definition, 
genuineness was associated with terms like honesty, authenticity, transparency, and 
openness (Gelso & Hayes, 1998).  Watson, Greenberg, and Lietaer (1998) defined two 
distinct facets of the therapist’s experience of genuineness.  The two levels were internal 
and external.  Internal referred to the therapist’s internal experiencing of their clients 
whereas the external referred to the therapist’s ability to communicate their experience to 
the client.  Newer expanded definitions of genuineness included therapeutic presence and 
mindful awareness (Geller & Greenberg, 2002).  The most recent comprehensive 




internal experience of the session and their ability to appropriately communicate this 
awareness to the client (Greenberg & Watson, 2005). 
 Because congruence and genuineness reflect the same underlying therapist 
experience, it is important to distinguish between the two constructs while attending to 
their overall similarity.  Both congruence and genuineness reflect the therapist’s authentic 
internal experiencing of the client and session.  One distinction is that genuineness can be 
thought of as openness to oneself, while congruence can be conceptualized of as the 
extent of therapist transparency (i.e., the correspondence between experience and 
communication with others; Schmid, 2001).  Despite this conceptual distinction, 
oftentimes congruence and genuineness are studied together (Kolden et al., 2011; 
Patterson, 1984) and the terms are used interchangeably.  For ease of reference, the 
therapist’s use of self in therapy will be referred to as ―genuineness‖ for the rest of this 
review.   
 Genuineness and Outcome.  Several studies and reviews examined the 
relationship between therapist genuineness and therapy outcome.  Thus far, at least 11 
reviews examined this relationship (Kiesler, 1973; Klein, Kolden, Michels, & Chisholm-
Stockard, 2002; Kolden et al., 2011; Lambert, DeJulio, & Stein, 1978; Luborsky, 
Chandler, Auerbach, Cohen, & Bachrach, 1971; Meltzoff & Kornreich, 1970; Mitchell, 
Bozarth, & Krauft, 1977; Orlinsky, Grawe, & Parks, 1994; Orlinsky & Howard, 1978, 
1986; Orlinsky, Rønnestad, & Willutzki, 2004; Parloff, Waskow, & Wolfe, 1978; Truax 
& Mitchell, 1971; Watson, 1984).  Overall, these reviews provided mixed results with 
some leaning toward a positive relationship.  Kolden et al. (2011) conducted the only 




found a relationship of r = 0.24 between the two variables, which can be characterized as 
a medium effect (Cohen, 1988).  This corroborated the findings by the then-most recent 
qualitative review (Klein et al., 2002).   
 Potential Moderators. Again, it was important to review moderators because of 
their likely appearance in the study of genuineness and alliance.  The Kolden et al. (2011) 
study had significant heterogeneity and the authors conducted moderator analyses to 
detect contributors to effect size differences.  The moderators identified as significant 
included: rater perspective, therapist clinical experience, patient variables, and treatment 
variables.  Rater perspective impacted ratings of outcomes where patients rated outcomes 
higher than therapists.  There was a positive relationship between therapist level of 
experience and the overall effect size.  Patient age, gender, and minority status were not 
significant moderators, but patient educational attainment had a negative relationship on 
the genuineness-outcome effect size.   
 Several treatment variables were also associated with effect sizes.  Treatment 
settings had significant differences in effect sizes.  School counseling centers had the 
strongest genuineness-outcome relationship, followed by inpatient settings, mixed (2 or 
more) settings, and outpatient mental health settings (Kolden et al., 2011).  Group therapy 
had a greater moderating effect than individual therapy.  Number of sessions had no 
moderating effect.  
 Measures of Genuineness.  There are three well-known measures of therapist 
genuineness.  These are the Relationship Inventory (BLRI; Barrett-Lennard, 1962), the 




(RRI; Gelso et al., 2005).  For purposes of succinctness, I will only detail these three 
measures.   
 Along with measuring empathy, the BLRI contains scales measuring genuineness 
in each of its revisions (Barrett-Lennard, 1962; 1978; 1986).  Gurman (1977) performed a 
review of 24 BLRI studies, finding internal consistency measures gave a mean coefficient 
of 0.89.  Different versions of the BLRI exist.  The alternative forms vary in length, were 
written for different perspectives on the therapeutic relationship, and were translated into 
different languages.  Simmons, Roberge, Kendrick Jr., and Richards (1995) advocated 
using the BLRI over the TRQ because it had more supportive psychometric data, it is a 
quick and simple measure, and it is cost effective.   
 Although most studies using the TRQ were published in the early 1970’s it is still 
considered a prominent measure of genuineness.  Mitchell, Bozrath, and Krauft (1977) 
calculated reliability coefficients for the TRQ.  These coefficients ranged from 0.34 to 
0.85 with most over 0.65.  The TRQ was revised through item and factor analyses.  The 
revision analysis calculated 0.92 internal reliability coefficient and high to moderate 
concurrent validities when compared to the BLRI and the Sorenson Relationship 
Questionnaire (Lin, 1973). 
 The RRI is a more recently developed measure that includes a subscale examining 
genuineness.  Initial studies of the therapist version of the RRI revealed internal 
consistency at 0.89 for the total scale and 0.83 for the Genuineness portion (Gelso et al., 
2005).  It also had good concurrent validity when compared to measures of working 
alliance and session evaluation.  The client version of the RRI also reports higher internal 




2010).  The client version also has high test-retest reliability and good discriminant 
validity.      
Relationships between Empathy and Genuineness 
 In approaching the study of client perceptions of therapist characteristics, it is 
important to distinguish the differences between the theoretical conceptualization of 
therapist characteristics versus how therapist characteristics are measured in practice.  
The previous sections explained the theoretical constructs of empathy and genuineness.  
Empathy involves the therapist taking on the client’s perspective of the presenting 
problem whereas genuineness involves the appropriate use of the therapist’s internal 
responses to the client’s statements.  On a theoretical level, they have separate functions 
in the therapeutic relationship.  In practice, clients’ perceptions of therapist empathy and 
genuineness may be measured in a way that ignores or confirms conceptual differences.  
Measurement of empathy and genuineness in practice may not reflect their existence as 
separate relationship constructs, but rather, may serve as a measurement of an overall 
relationship construct, of which empathy and genuineness are interrelated parts.  The 
present study seeks to explore the relationships between client perceptions of therapist 
empathy and genuineness in relation to the alliance.  This will inform future research on 
the therapeutic relationship. 
 Few previous studies have approached the relationship between client perceptions 
of therapist empathy and genuineness as a study topic.  As facilitative conditions of 
Rogerian therapy these constructs are often studied together (along with therapist 
warmth).  Studies often calculate the relationship between client perceptions of therapist 




all past correlations.  Both the BLRI and TRQ include measures of empathy and 
genuineness within one questionnaire.  Factor analyses show the differences between the 
constructs (Barrett-Lennard, 1962; 1978; 1986; Lin, 1973; Truax & Carkhuff, 1967).  
Analyses of the BLRI showed significant intercorrelations between the empathy and 
congruence scales (Carkhuff, 1969).  Another analysis showed that the BLRI has 
significant correlations to the RRI Total scale (r = .71) and Genuineness scale (r = .65) 
(Kelley et al., 2010).  Theoretically, the constructs are quite distinct, but this study may 
find significant covariance when they are measured in practice.  This may be due to lack 
of precision in measurement or lack of knowledge on the part of the measurer.  The 
present study reported intercorrelations in studies that utilized measures of both client 
perceptions of therapist empathy and genuineness. 
Main Hypotheses 
This study sought to explore the relationship between the therapeutic alliance and 
client perceptions of therapist characteristics of empathy and genuineness.  Previously, no 
research synthesis explored these relationships through a quantitative meta-analysis.  This 
study employed meta-analysis to combine previous research on the therapeutic 
relationship into a common effect size.  The study hypotheses are as follows: 
1. There would be a strong positive relationship between therapeutic alliance and 
therapist empathy without accounting for heterogeneity. 
a. The rater of the alliance and therapist empathy would be a significant 
moderating variable with client-rated empathy and alliance having the 





b. The relationship between alliance and therapist empathy would remain 
consistent across theoretical orientations. 
c. Time of the study publication would not have a moderating effect on the 
alliance/empathy relationship. 
d. The number of study participants would not have a moderating effect on 
the alliance/empathy relationship. 
2. There would be at least a moderate positive relationship between therapeutic 
alliance and therapist genuineness without accounting for heterogeneity. 
a. The rater of the alliance and therapist genuineness would be a significant 
moderator with client-rated alliance genuineness having a stronger 
positive relationship to alliance than other alliance and genuineness from 
the perspective of other raters. 
b. The scale used to measure genuineness would not affect the strength or 
direction of the alliance/genuineness relationship. 
c. The publication date of the study would not significantly affect the 
strength of the alliance/genuineness relationship. 
3. For studies that account for nesting, there would be a strong relationship between 
therapist alliance strength and therapist use of empathy.  Therapists who have 
stronger mean alliance ratings would also have stronger mean empathy ratings 
when compared to therapists with lower mean alliance ratings. 
4. For studies that account for nesting there would be a strong relationship between 




CHAPTER II  METHOD 
Systematic Review and Meta-Analysis 
Inclusion Criteria 
 Studies included in this review met three criteria: (a) inclusion of a measure of the 
relationship between alliance and therapist empathy and/or genuineness, (b) publication 
in English, French, Spanish, or German, and (c) study publication after 19691.  There 
were no restrictions on the source of the alliance measure (i.e., client, therapist, or 
observer).  Two researchers working independently screened abstracts from studies 
identified through the literature search.  Disagreements were resolved in conference.  
Literature Search Strategy 
 I constructed the literature search with intent to limit publication bias.  Publication 
bias occurs when the publication of a report depends on the nature and direction of its 
results (Dickersin, 1990).  This tends to be seen most often in positive effects bias, which 
is the tendency for researchers to submit manuscripts with positive results and publishers 
to publish reports that have positive results (Sackett, 1979).  This can lead reviewers to 
overestimate positive effects.  All literature reviews can be very susceptible to 
publication bias.  Past content analyses revealed that many published meta-analyses 
ignored many unpublished studies in their overall analysis (Ferguson & Brannick, 2012; 
Hopewell, Clarke, & Mallett, 2006).  Publication bias can be addressed with a strong, 
diverse search strategy.   
                                                 




 Studies for the systematic review were obtained through different methods and 
retrieved from a variety of sources.  The initial group of studies came from a search of 
electronic databases.  Additional methods, such as Internet search engines and 
snowballing, were employed in an attempt to draw in the largest number of relevant 
studies.  ―Snowballing‖ entails examining the reference lists of literature reviews for 
potential missed studies (Rothstein & Hopewell, 2009).  The electronic database search 
required a list of key terms set to draw potential studies examining the alliance related to 
empathy and genuineness.  This list was created through examination of past literature 
reviews of therapist characteristics (Beutler et al., 2004; Elliott et al., 2011; Kolden et al., 
2011) and working alliance (Horvath et al., 2011).  In addition, PsychINFO term 
suggestions were used.  Finally, a forward citation search of the seminal review by 
Ackerman and Hilsenroth (2003) was conducted with attention to terms used in the titles 
and abstracts to identify any gaps in the term list.  The resulting term list (available in 
Table 1) was comprised of three categories: (a) alliance terms (e.g., alliance OR rapport 
OR relationship), (b) therapist terms (i.e., therapist OR counselor OR analyst OR 
psychotherapist OR social worker OR practitioner), and (c) trait terms (e.g., empathy OR 
congruence OR genuineness OR real relationship).  Additionally, I used this term list in 
searching Internet and organizational databases.   
 Electronic databases.  Several electronic databases were searched, and the 
results from these searches were compiled using the citation management program 
Endnote.  I conducted electronic searches of the databases PsychINFO, ProQuest 




Sciences Citation Index, Applied Social Science Index & Abstracts, Social Work 
Abstracts Plus, Medline, PubMed, and ERIC.   
 Searching the grey literature. With some exceptions (e.g., ProQuest Research 
Database) electronic databases mainly provide access published studies, but not all 
relevant studies are published.  To obtain the maximum number of relevant studies and to 
decrease the possibility of publication bias, I employed additional methods to uncover 
literature.  First, I searched Google Scholar.  I also targeted the websites of government 
agencies that are likely to fund related work.  These included The National Institute of 
Mental Health, the National Mental Health Development Unit, and the National Registry 
of Evidence-based Programs and Practices (NREPP) available through the United States 
government’s Substance Abuse and Mental Health Services Administration (SAMHSA).  
I also reviewed most recent edition of Bergin and Garfield’s (2004) Handbook of 
Psychotherapy and Behavior Change for additional reviews.  In addition, I used the 
snowballing method with any obtained literature reviews.  I performed hand searches of 
The Journal of Clinical Psychology, Counseling and Psychotherapy Research, American 
Journal of Psychotherapy, Psychotherapy Research, Psychotherapy, American 
Psychologist, The Journal of Counseling Psychology, The Journal of Consulting and 
Clinical Psychology, and Clinical Psychology Review in the years 1970-present.  Finally, 
I contacted prominent authors in the field about any unpublished material or additional 
information.  A list of authors contacted is given in Table 2. This method allowed access 
to unpublished or conference work that is difficult to obtain through other search means, 
and served as an additional guard against publication bias. Any potentially relevant 





 At least two screeners independently reviewed each of the abstracts obtained 
through the literature search for study relevance.  The coding guide used to screen studies 
for relevance is presented in Table 3.  Because the screening guide was based on the 
inclusion criteria, any question answered as a ―No‖ meant that the study was not eligible 
for this review. Studies that could not clearly be ruled out or in (i.e., studies for which 
there were no ―No‖ answers) were obtained for further evaluation.  The screeners worked 
independently with periodic meetings to discuss individual decisions and reach a 
consensus on the inclusion/exclusion of studies.   
Coding Process 
 I used a structured coding guide for each study (see Table 4).  The guide included 
coding information for:  
 author name(s)  
 year of publication  
 type of publication (e.g., peer-reviewed journal, dissertation) 
 study design (e.g., correlational, experimental, or quasi-experimental 
 sample size  
 client race/ethnicity, taken from the sample demographic information 
 mean age and age range of patients 
 number of therapists 
 theoretical approach to treatment, obtained by reading about treatments used or 




 assignment method, obtained by scanning methods section for terms like 
―assigned‖ or ―randomly‖ 
 therapist trait examined (empathy or genuineness) 
 therapist trait measure (e.g., Barrett-Lennard Relationship Inventory) 
 rater of the trait (i.e., client, therapist, observer) 
 working alliance measure (e.g., Working Alliance Index) 
 rater of the alliance 
 overall correlation between trait and alliance measures or other effect size data 
reflective of the relationship between the variables of interest  
 if given, correlations between trait and alliance for individual therapists to capture 
nesting effects.   
Similar to the process for the abstract screening, at least two independent coders extracted 
the data from each study.  The coders met intermittently to review their decisions, correct 
any mistakes, and reach agreement on the extracted data.   
Statistical Procedures 
 Effect size calculation.  An effect size is a statistic representing the magnitude of 
the relationship between two variables (e.g., the strength of the relationship between the 
therapeutic alliance and therapist characteristic).  Because the research question for this 
review involves the association between two variables (i.e., therapist traits and either 
empathy or genuineness), the primary effect size used was the correlation coefficient; 
meta-analysis was performed on Fisher’s z transformed correlations coefficients. Fisher’s 




      (1) 
This transformation is used when relevant data are correlational because the variances of 
correlations follow asymmetrical distributions and this metric stabilizes the variance of r 
based on the natural logarithm of the correlation coefficient (Borenstein, 2009).  For data 
reporting, the mean Fisher’s z scores were back-transformed to r since this is a more 
familiar metric:  
       (2) 
 Heterogeneity.  Due to sampling error we do not expect studies to yield exactly 
the same effect sizes; heterogeneity is a term that refers to the extent to which study 
effect sizes differ from one another.  One important question is whether differences in 
study effect sizes are greater than would be expected by chance.  To statistically test 
heterogeneity, used Cochrane’s Q to assess presence of heterogeneity and I2 to assess its 
degree.   
Cochrane’s Q approximately follows a chi-square distribution with the degrees of 
freedom equal to the number of studies (k) minus one.  The formula for testing 
heterogeneity is: 
    (3) 
where ESi is each individual effect size, wi is the inverse weight for effect size i, and 
ES is the weighted average effect size.  The heterogeneity test is a test of between-studies 
variance where a significant value of Q indicates that the variation between studies is 




model.  Considerations for choosing a model based on conceptual concerns include the 
diversity of study designs, samples, measures, and outcomes.  Fixed effect models tend to 
be more appropriate when studies are highly similar to one another (Valentine et al., 
2011).  
I
2 provides an estimate of the extent heterogeneity between the studies, and is 
defined as: 
     (4) 
Deeks, Higgins, & Altman (2011) provided approximations for interpreting the I2 
statistic.  Under these approximations I2 = 0-40% might not be important, I2 = 30-60% 
may represent some moderate heterogeneity, I2 = 50-90% may represent substantial 
heterogeneity, and I2 = 75-100% indicates considerable heterogeneity.   
Model choice.  When conducting a meta-analysis, researchers need to decide 
between a fixed effect and random effects analytic model.  In a fixed effect model, one 
assumes that study effects are estimating a single population value.  Error in a fixed effect 
model is therefore assumed to reflect random sampling error and identifiable covariates.  
Study effects in a fixed effect model are weighted by the inverse of their large-sample 
variances while accounting for within study error.  In a random effects model, researchers 
do not assume a single population effect size, and study error is assumed to originate 
from random sampling error, identifiable covariates, and additional random factors that 
cannot be easily identified.  Another feature of a random effects model is that studies are 
weighted by their inverse variance while accounting for within-study error and between-




Choosing between a fixed effect model and a random effects model is an 
important decision in a meta-analysis.  Confidence intervals in a random effects model 
are often larger than those seen in a fixed effect model; this has implications for tests of 
statistical significance.  Choosing between fixed and random effects models can be done 
empirically (based on the statistical significance of Q) or conceptually (based on a 
consideration of the degree of similarity among study characteristics).  In the present 
study, the choice of model was made conceptually.  Studies of the therapeutic alliance 
related to therapist empathy and genuineness employed differing methodologies, 
measures, samples, and interpretations of the relationships.  Additionally, measures of 
alliance, empathy, and genuineness ask raters to rate a trait based on their perceptions, 
which are open to response variation.  Due to these differences, the present study 
warranted a random effects model to estimate mean effect sizes and their 95% confidence 
intervals.  
Moderator analyses.  As discussed in the literature review, based on previous 
studies and theoretical considerations I captured information on several different potential 
moderators.  These included the alliance and therapist characteristic rater perspective 
(i.e., client, therapist, or observer), treatment differences (i.e., therapist ethnicity, therapist 
gender, therapist experience level, theoretical orientation, and method of assigning clients 
to therapists and treatments), and client differences (i.e., ethnicity, gender, mean age, and 
presenting psychiatric diagnosis). 
 Computer Programs.  To conduct the meta-analyses in this study, I used the 
program Comprehensive Meta-Analysis (CMA).  I chose CMA for this study because 




and required moderator analyses.  CMA was used for the primary analyses and estimates 
of publication bias.   
 In conjunction with CMA this study used the R statistical software program (R 
Development Core Team, 2009).  The present study used the software packages of MAc 
(Del Re & Hoyt, 2010) and RcmdrPlugin.MAc (Del Re, 2010).  This program was used 
to calculate moderator analyses in a manner similar to a multiple regression.  This 
allowed comparison of moderator effects and analysis of possible covariates within the 
moderators.  Use of the R programs with CMA allowed for deeper understanding of 
moderators affecting the relationship between alliance, empathy, and genuineness. 
Missing data.  Missing data is a problem faced in any systematic review.  
Missing data includes missing studies (due to lack of publication or access), missing 
effect sizes, and missing descriptor variables.  The most important strategy for addressing 
missing data is to contact study authors for this information. For studies with a 
publication date of 2000 or later, I sent email requests (with at least one follow-up 
reminder, as necessary) to the lead study authors requesting information.  
In addition, Pigott (2009) outlined analytical methods of handling missing data.  
All of these methods were based on assumptions regarding the reasons why the data was 
missing.  These methods work best for data that is missing completely at random.  In 
other words, the data is missing for reasons unrelated to its value or the value of related 
data.  Pigott (2009) determined that making assumptions about ―why‖ data would be 
missing could lead to further bias in reporting and discussing the results.  One common 
approach to missing effect sizes is to assume a study effect size of zero.  However, an 




interval, and risk misrepresenting the overall effect size.  Due to these problems, the 
present study documented the missing data without conducting further analysis. The 
number of studies missing relevant data is provided in the results section. 
Addressing Publication Bias.  The present study sought to minimize publication 
bias through a variety of means.  Methods of assessing publication bias were 
implemented through the statistical program CMA.  One way CMA assesses publication 
bias is through graphing funnel plots.  The funnel plots arrange the studies on a two-
dimensional graph with study effect size on the x-axis and its standard error on the y-axis.  
In the absence of publication bias, the funnel plot maintains symmetry regardless of 
sample size.  In the presence of publication bias, the symmetry of the funnel plot 
decreases and ―gaps‖ appear suggesting that some studies are missing.   
 I also used Trim and Fill methods with the funnel plots.  This method adjusts for 
publication bias by correcting funnel plot asymmetry.  Trim and Fill estimates how many 
studies would need to be trimmed off the funnel to create symmetry at the center.  It does 
this by repeating a process of assessing funnel plot symmetry, identifying extreme 
studies, adding extreme effects on the opposite side of the plot, and reassessing 
symmetry.  Once the plot is symmetric the extreme studies are added back into the plot 
with mirror image studies to maintain symmetry.  This method helped assess study-to-
study variability, but had its complications.  A Trim and Fill analysis requires a large 
number of studies; it can be thrown off by a few extreme studies, it assumes a symmetric 
distribution of study effects, and it assumes that publication bias is at the root of 
distribution asymmetry.  Trim and Fill analysis can also be difficult to interpret in the 




Terrin, Schmid, Lau, & Olkin, 2003).  This is of particular concern to the present study, 
given the heterogeneity found in past meta-analyses of the same topics (Elliot et al., 
2011; Horvath et al., 2011; Kolden et al., 2011).  As such, the trim and fill analysis is best 
thought of as a sensitivity analysis, providing possible hints about the presence, nature, 




CHAPTER III  RESULTS 
 The search strategy outlined in the Methods section identified 2,141 relevant 
works.  Abstract screening reduced the number of relevant works to 153 studies and 31 
reviews.  Snowballing of the reviews did not produce any new studies.  Full text 
screening revealed 46 studies with sufficient statistics to code.  A pyramid graph detailing 
the number of studies excluded at each point in the abstract screening process is available 
in Table 5.  Thirty-six studies reported alliance/empathy relationships, six studies 
reported alliance/genuineness relationships, and four studies reported both.  Coder 
agreement was 86.3% and disagreements were resolved in conference. 
Therapist Empathy and Alliance 
 The combined effect size for the individual studies examining the relationship 
between alliance and therapist empathy was r = 0.51.  This effect size used data collected 
from 40 studies.  The standard error (SE) was 0.05 giving the overall effect size a 95% 
confidence interval of 0.43 to 0.59. The magnitude of this relationship indicates a large 
relationship between the alliance and therapist empathy, suggesting that one’s perception 
of the alliance may influence their perception of a therapist’s empathy or vice versa.  The 
data for the overall analysis is displayed in a forest plot in Table 6.   
 There was a great deal of variability across the studies used in the present 
analysis.  The group of studies cannot be considered homogenous because Q(39) = 
287.71, p < .001.  This statistic indicates that the differences between the study effect 




.86 ratio of true heterogeneity to total variance across the studies used in this analysis.  To 
explore the sources of heterogeneity I performed additional analyses testing moderating 
variables and determining any evidence of publication bias. 
 Moderators  
 In the present study, I conducted analyses to test the influence of potential 
moderator variables.  As can be seen in Table 7, the differences in article type (i.e. 
journal article, dissertation, or thesis), publication year, number of clients, ratio of male to 
female clients, client mean age, number of therapists, ratio of male to female therapists, 
therapist race/ethnicity ratios, therapist experience level, theoretical approach to therapy, 
method of assignment to therapist and/or treatment, average number of sessions, time of 
measurement, alliance measure, and empathy measure were all statistically nonsignificant 
moderators.   Table 8 details the measures used in each individual study, as well as the 
treatment type, number of sessions, and rater perspective.  It should be noted that the 
number of studies (k) for many of the moderator analyses does not always equal the total 
number of studies.  This is because some studies did not report certain variables and were 
therefore excluded, lowering the number of included studies.  Other studies used multiple 
measures and rater perspectives, which increased the number of studies in the analysis. 
Theoretical approach to treatment was a significant moderating variable.  
Although most studies did not use a single theoretical approach, I was able to compare 
the effect sizes of studies using a cognitive/behavioral approach (k = 3) to studies that 
used a psychodynamic approach (k = 3).  Theoretical approaches that did not meet the k 
= 3 criteria were not included in this analysis due to the potential for encountering 




studies it appeared that a cognitive/behavioral theoretical approach was associated with a 
stronger alliance/empathy relationship (r = 0.572) than a psychodynamic approach (r = 
0.279) with Qbetween(1) = 8.163, p < 0.01.  I would caution deeper interpretation of this 
difference due to the low number of studies involved in the comparison.  Further studies 
will be required to make more definitive conclusions.  Details about these studies can be 
found in Table 9. 
 The second significant moderator found in this analysis was the ratio of white to 
nonwhite clients.   The unstandardized slope coefficient for the white/nonwhite client 
ratio (-0.004) indicated that studies with more nonwhite clients tended to have slightly 
stronger relationships between therapist empathy and alliance.  I did a further moderator 
test where I each coded race variable (i.e. the ratio of each race to the total study sample) 
as a moderating variable in a regression test.  The model of all seven ratios was 
significant at Qmodel(7) = 18.2, p < .05), but no individual race ratio was a significant 
moderator.  The results of this test are presented in Table 10.  I would caution against 
deeper interpretation of this moderator since this was a supplemental analysis done at the 
study-level and not the individual client level.  We do not have enough information to 
determine how studies with more White clients may affect the direction and strength of 
the alliance/empathy relationship.  Additional research is required to better explain this 
moderator. 
The scale used to measure empathy was a significant modifying variable, 
Qbetween(4) = 15.925, p < 0.01.  The BLRI (k = 22) was the most commonly used empathy 
measure.  The AES, the Burns Empathy Scale (BES), and the Interpersonal Reactivity 




two studies were grouped together in an ―Other‖ category (k = 14).  Upon closer 
inspection, the IRI was associated with a much lower r than the other measures.  For IRI 
r = 0.06 with QIRI(2) = 1.09, p = 0.57, whereas r ranged from 0.41 to 0.62 for the other 
measures.  I performed a subsequent analysis excluding the IRI.  This analysis showed 
that empathy measure neared statistical significance, but was no longer considered a 
significant moderator Qbetween(3) = 6.529, p = 0.088.   
  I found that the perspective of the rater, for both alliance and therapist empathy, 
affected the overall alliance/empathy relationship.  Alliance rater was a significant 
moderator with Qbetween(2) = 6.372, p = 0.041.   The effect sizes for client- (r = 0.54, 95% 
CI = 0.45 – 0.62) and observer-rated (r = 0.54, 95% CI = 0.37 – 0.68) alliance were 
higher than those for therapist-rated alliance (r = 0.3, 95% CI = 0.11 – 0.46).  This 
suggests that clients and observers rated alliance closer to how they perceived therapist 
empathy ratings whereas therapist’s rated alliance different than empathy.   However, 
therapist-rated alliance had a lower within-group heterogeneity (I2 = 58%) compared to 
the levels obtained by the client- and observer-rated alliance scores related to empathy (I2 
= 85% and 92%, respectively).  This suggests that, although therapist-rated alliance had a 
weaker relationship to empathy, it had less heterogeneity than client and observer ratings 
of alliance. 
 These findings were similar for empathy ratings.  For empathy rater, Qbetween(2)= 
16.32, p < .001, indicate significant differences between rater perspectives.  Client- and 
observer-rated empathy had higher alliance/empathy relationships (r = 0.55, 95% CI = 
0.47 – 0.62 for client ratings; r = 0.56, 95% CI = 0.44 – 0.65 for observer ratings) than 




client and observer empathy ratings to more closely relate to the ratings of alliance, 
whereas therapist empathy ratings had a comparatively weaker relationship to alliance 
ratings.  Again, therapist ratings had a lower within-group heterogeneity (I2 = 63%) 
compared with the heterogeneity observed in client and observer empathy ratings (I2 = 
85% and 82%) respectively.   
 After seeing the effect size changes related to the raters of alliance and therapist 
empathy it made sense to explore the effect size of keeping the rater consistent for both 
aspects of the therapeutic relationship.  I tallied the effect sizes associated with client-
rated alliance and empathy (k = 25), client-rated alliance related to other-rated empathy 
(k = 9), therapist-rated alliance and empathy (k = 8), therapist-rated alliance related to 
other-rated empathy (k = 8), observer-rated alliance and empathy (k = 7), and observer-
rated alliance related to other-rated empathy (k = 1).  This turned out to have a significant 
moderating influence on the alliance/empathy relationship with Qbetween(1) = 28.552, p < 
.001.  Having the same person rate alliance and empathy was associated with a much 
larger effect size (r = 0.562, 95% CI = 0.5 – 0.62) than having different raters for each 
trait (r = 0.14, 95% CI = 0 – 0.28).   The heterogeneity for same-rater alliance and 
empathy was still high (I2 = 83%), but was low for different-rater ratings (I2 = 27%). 
Although it was not a significant moderating variable, I did a closer examination 
of the measures used for alliance.  The WAI (k = 31) was by far the most commonly used 
alliance measure.  For the studies using the WAI, the overall effect size was similar to 
that obtained across measures (r = 0.528, 95% CI = 0.44 – 0.61).  The next most 
commonly used measure was the HAQ (k = 5).  Other measures were used in fewer than 




 Occasionally, studies with very large Ns can affect the overall effect size in a 
direction that runs contrary to the other study data.   I ran a test of the relative weights of 
the studies to see if this affected the outcome.  This test systematically eliminated one 
study from the analysis and recalculated the overall effect size.  The test results did not 
find a single study effect size that, when deleted, significantly changed the overall effect 
size.  
Publication Bias 
 I used a funnel plot as the first means of determining the extent of any publication 
bias.  Funnel plots display each study as a point on a graph with risk-ratio as the X-axis 
and standard error as the Y-axis.  Studies with larger N’s have smaller standard errors and 
appear at the top of the plot whereas smaller studies have larger standard errors and 
appear at the bottom.  A meta-analysis affected by publication bias would show 
asymmetry with a large gap between studies at the top and bottom of the plot.  The funnel 
plot, displayed in Table 11, shows a fairly symmetric distribution of studies.  There is 
some scatter in the plot, which can be attributed to heterogeneity.  However, the studies 
are symmetric despite the scatter.  There is also no evidence that sample size relates to 
different effect, given that the plotted effects tend to be close to the overall effect size.   
 Trim and Fill analyses supplemented the funnel plot to estimate any publication 
bias.  Using CMA, I conducted Trim and Fill analyses of the data examining the left and 
right sides of the overall effect size.  The results of these tests are in Table 12.  The 
analysis on the left side added one study leaving an adjusted effect size of r = .498.  This 
adjusted effect size does not differ much from the original effect size (r = .511).  The 




adjusted effect size was close enough to the obtained effect size, based on this Trim and 
Fill analyses we can conclude that the overall effect size was not influenced by 
publication bias. 
 Therapist Genuineness and Alliance 
 I found 10 studies examining therapist genuineness related to alliance.  The 
combined effect size was r = 0.53 with SE = 0.089.  The 95% confidence indicated that 
the true effect size lies between 0.40 and 0.65.  This indicates a strong relationship 
between therapist genuineness and the therapeutic alliance.  The data for the overall 
analysis is displayed in a forest plot in Table 13.   
 Similar to empathy, there was significant variability between the studies used in 
this analysis.  In this analysis, Q(9) = 31.79, p < .001 indicating that differences between 
the study effect sizes were due to more than random error.  To calculate the extent of this 
error, I calculated I2 = 0.72.  This indicates a .72 ratio of true heterogeneity to total 
variance across the studies used in this analysis.  All but one study (k = 9) used the WAI 
to estimate the alliance.  The RRI was most frequently used to measure genuineness (k = 
7), followed by the BLRI (k = 4), and the Measure of Expressed Empathy (k = 1).  Some 
studies used multiple measures.  To analyze this variability I coded each study for the 
therapy used, participant demographics, time of measurement, alliance and genuineness 
measures, rater perspectives, and time in therapy for each study for subsequent analysis.   
Moderators 
 I conducted moderator tests to explore the heterogeneity in the omnibus effect 
size test of alliance related to genuineness.  I was not able to test as many moderators as 




studies, the lack of reporting in the obtained studies, and the lack of diversity in the 
measures used.  The moderators I was unable to test included: diagnosis, theoretical 
approach, method of assignment, and alliance measure.  A display of the individual study 
data with moderators of measures, measurer perspective, treatment length, and type of 
therapy is located in Table 14. 
 Of the moderators that I was able to test several did not have a significant effect 
on adjusting the alliance/genuineness relationship.  These moderators included article 
type (i.e. journal article, dissertation, or thesis), publication year, number of clients, ratio 
of male to female clients, client mean age, therapist n, ratio of male to female therapists, 
therapist race/ethnicity ratios, therapist experience level, average number of sessions, 
time of measurement, genuineness measure, alliance rater perspective, and genuineness 
rater perspective.  The results of these tests are displayed in Table 15. 
  Similar to the alliance/empathy results, the white/nonwhite ratio for clients was a 
significant modifying variable.  The ratio of white to nonwhite clients had a slope 
coefficient of -0.013 with Qmodel(1) = 5.423, p = .02.  This indicated that studies with 
more nonwhite clients had a stronger alliance/genuineness relationship than studies with 
more white clients.  There were too few studies examining therapist genuineness to 
perform a regression using each race ratio as an independent predictor of the 
alliance/genuineness relationship.  Again, I would caution deeper interpretation of this 
outcome due to the study-level nature of the data.  More information is needed to make 
any definitive conclusion on the influence of client race on the relationship between 




 Similar to alliance/empathy, the most powerful moderating influence on the 
alliance/genuineness relationship was rater constancy.  The number of effect sizes by 
rater consistency are as follows: client-rated alliance and genuineness (k = 6), client-rated 
alliance related to other-rated genuineness (k = 4), therapist-rated alliance and 
genuineness (k = 5), therapist-rated alliance related to other-rated genuineness (k = 3), 
and observer-rated alliance related to other-rated genuineness (k = 1).  There were no 
effect sizes with the observer rating both alliance and genuineness.  Having the same 
person rate alliance and genuineness was associated with a much larger effect size (r = 
0.63, 95% CI = 0.56 – 0.69) than having different raters for each trait (r = 0.26, 95% CI = 
0.14 – 0.38).  The heterogeneity for each group was lesser than the overall heterogeneity 
(I2 = 55% for same rater; 51% for different raters), but still suggests a moderate amount 
of unexplained heterogeneity.  
Publication Bias 
 Similar to alliance/empathy, I used a funnel plot and Trim and Fill analysis to test 
publication bias.  The funnel plot, displayed in Table 16, shows a fairly symmetric 
distribution of studies.  The studies that fall outside the lines of the pyramid can be 
attributed to heterogeneity.  However, the studies are symmetric despite the scatter.  
There is also no evidence that sample size relates to different effect, given that the plotted 
effects tend to be close to the overall effect size.   
 The Trim and Fill analyses supplemented the funnel plot.  Using CMA, I 
conducted Trim and Fill analyses of the data examining the left and right sides of the 




studies from the overall model.  Based on the Trim and Fill analyses, we can conclude 
that the overall effect size was not influenced by publication bias. 
Therapist Empathy and Genuineness 
 The relationship between perceptions of therapist empathy and perceptions of 
therapist genuineness had similarly strong relationship to the therapeutic alliance. Only 
three studies obtained through the literature search contained relationship data between 
empathy and genuineness (Fuertes et al., 2007; Gelso et al., 2005; Zuroff & Blatt, 2006).  
The average r for these studies was r = 0.80 (SE = 0.053), suggesting a very strong 
relationship between perceived empathy and genuineness.  This relationship so strong 
that one may question whether empathy and genuineness reflect separate constructs, or if 
they are measures that tap a similar core construct.  One could argue, based on this data, 
that perceptions of empathy and genuineness are so similar that raters may be assessing 
the same construct with different names.  The aforementioned statistic had a Q(2) = 18.64 
and I2 = 0.57, so there appears to be some heterogeneity that could be explained with a 
thorough study of the relationship between empathy and genuineness.  Future research 
will be required to analyze the extent of this relationship. 
Between-Therapist Effects 
 Too few studies reported mean relationship values for individual therapist, so I 
was unable to directly compare between-therapist effects.  Although I could not test 
individual therapist differences I was able to test the patient to therapist ratio (PTR) for 
therapist effects.  This borrows methods from Del Re, Flückiger, Horvath, Symonds, and 




hypothesized to reflect study designs and capture the variability of alliance related to 
patient and therapist PTR is explained in the following model: 
Npatient/Ntherapist 
where Npatient  equals the number of patients and Ntherapist equals the number of therapists.  
PTR was not a significant moderator for both the alliance/empathy relationship with 
Qmodel(27) = 2.922, p = 0.087, and the alliance/genuineness relationship with Qmodel(4) = 
0.126, p = 0.723.  Thus, we cannot say that therapist variability affected the relationships 




 CHAPTER IV DISCUSSION 
 Recent meta-analyses of the therapeutic relationship linked therapy outcome to 
the therapeutic alliance (Horvath et al., 2011), therapist empathy (Elliott et al., 2011), and 
therapist genuineness Kolden et al., 2011).  Each of these studies showed a moderate-
sized relationship between the chosen relationship variable and outcome.  However, no 
systematic review or meta-analysis has explored the therapeutic alliance related to 
therapist empathy and genuineness. In doing so, this meta-analysis fills a gap in the 
literature, which is important because research thus far has focused more on the effects of 
the therapeutic relationship on outcome rather than the make-up of the therapeutic 
relationship and its inter-related components. Based on the study results, there is a strong, 
positive relationship between both the alliance and perceptions of therapist empathy and 
alliance and perceptions of therapist genuineness. Indeed, three prominent findings 
emerged that affect our conception of the alliance and perceived therapist traits of 
empathy and genuineness as distinct aspects of the therapeutic relationship. 
  First, there was a strong relationship between the therapeutic alliance and 
therapist empathy (r = .51).  However, there was notable variability among the studies, 
suggesting influence of other variables on the alliance/empathy relationship.  In part, this 
variability was addressed by understanding both the alliance and empathy raters.  
Interestingly, client and observer ratings of both alliance and therapist empathy were 
similar.  Observer- and client-rated alliance and empathy had very strong relationships (r 




empathy (r = 0.275 for both), suggesting that clients and observers tend to perceive 
alliance and therapist empathy similarly.   
 The discrepancy between client, therapist, and observer ratings leads to some 
therapeutically important insights.  Alliance and empathy go hand in hand from the 
perspective of clients and observers, suggesting that the constructs are closely aligned 
and potentially could suggest that the emotional connection between clients and 
therapists are essential for alliance ratings (or vice versa). For example, from the 
observer’s perspective, it could reflect an appreciation for the therapist’s extension of the 
therapeutic relationship.  However, from therapists’ perspective the expression of 
empathy and alliance are more distinct, suggesting that some therapists may see their 
ability to form alliance as distinct from their expression of empathy.  It could be 
therapists tend of have a better understanding of the constructs and understand the 
nuances that distinguish alliance and their use of empathy.  
 Clinically, the discrepancies between therapists and client ratings of alliance and 
empathy may indicate a mismatch in the therapeutic relationship.  Following the 
conclusions of Hannan et al. (2005), therapists’ perceptions of the therapeutic process 
may not be consistent with clients. The degree to which this could be helpful or not is not 
fully known, but it may represent opportunities for the therapeutic dyad to engage in 
conversations about their relationship in the here and now to promote new insights or 
help bridge gaps in the interpersonal connection.   
Second, there was a strong relationship between the therapeutic alliance and 
perceptions of therapist genuineness (r = 0.534).  This suggests that use of genuine 




client receptivity to genuine responses.  The moderator testing did not reveal significant 
differences due to rater perspective like those seen in the alliance/empathy relationship.  
This could be due to the lower number of studies relating therapist genuineness to the 
alliance.  It could also stem from the lack of observer ratings gleaned from the literature 
on perceptions of therapist genuineness.   
Both empathy and genuineness analyses had client race as a significant 
moderator.  I believe this moderating influence indicates at least two possibilities.  First, 
it could also be that, in order to remain in therapy, racial/ethnic minorities require their 
therapist to display higher degrees of alliance, empathy, and genuineness.  The majority 
of the studies in this analysis obtained data from clients who attended therapy past three 
sessions.  Second, multicultural competency might be a therapeutic relationship skill 
entwined with other aspects of the therapeutic relationship, such that a more 
multiculturally competent therapist presents as more empathic, more genuine, and better 
at alliance-building.  This could be explained by employing measures exploring cultural 
competence and adherence.  Some studies included in the analysis used the Cross-
Cultural Counseling Inventory – Revised (LaFramboise, Coleman, & Hernandez, 1991) 
and scales measuring adherence to specific cultural values.  In this study I did not have 
the raw data and could not calculate whether scores on these scales mediated the effects 
of the race/ethnicity moderator.  Future studies can assess for any mediating effects. 
Unintentional bias affects all areas of life for racial/ethnic minorities and Vasquez 
(2007) addresses potential impacts in psychotherapy.  Biased comments from the 
therapist, however unintended, would impede development of an alliance and impact 




awareness and restraint of their internal biases would be form stronger therapeutic 
relationships.  
 The last finding was that few articles and dissertations report statistics for 
individual therapists.  This makes it difficult to determine whether characteristics of 
empathy and genuineness vary based on the preceptor or if they are internal traits that are 
static across situations.  This review sought to separately examine studies that accounted 
for between-therapist effects, supporting the research begun by Marcus, Kashy, & 
Baldwin (2009).  The review did not obtain the desired cutoff number of studies (k = 3) 
for analyzing the effects of an individual therapist on the therapeutic relationship.  Only 
the dataset provided by Karlinska-Nehrebecka and Pokorny (2012) provided between-
therapist data.  Therefore, this analysis could not examine the relationship between 
average alliance strength and empathy or genuineness for individual therapist.   
 Future research is needed to better understand the relationship between the 
alliance and therapist empathy and genuineness.  The effect sizes obtained in the present 
analysis showed that alliance was highly related to both empathy and genuineness, 
suggesting that raters might not be assessing separate constructs.  I would posit that raters 
of relationship constructs are actually assessing an underlying relationship trait that 
influences the constructs that comprise the therapeutic relationship as it is currently 
studied.  This means that raters of alliance are also accounting for therapist empathy, 
genuineness, and other relationship factors that are not theoretically part of the alliance.  
This calls for further assessment of how the therapeutic relationship is understood in 





Limitations of the Research 
 This dissertation is based upon the research available at the time of its writing.  
While I have done my best to assure a comprehensive review of the literature on alliance, 
empathy, and genuineness, no meta-analysis is fully comprehensive.  Some studies may 
have escaped the search strategies of this analysis or may have been disseminated after 
the writing of this dissertation.  Nonetheless, this dissertation details the only effort thus 
far to systematically review and analyze the relationship between the therapeutic alliance 
and therapist empathy and genuineness.   
 To make any inferences about the nature of the relationship between the 
therapeutic alliance and perceptions of therapist empathy and genuineness, one must 
account for the methodological limitations of the included studies.  As with all 
correlational studies one cannot infer causation.  We cannot say that higher perceptions of 
therapist empathy or genuineness lead to a higher alliance rating or vice versa.  We also 
cannot infer the direction of influence.  One can also question the perception-based nature 
of the therapeutic relationship.  Previous studies have demonstrated the ceiling effects 
seen in ratings of the therapeutic relationship.  Thus, it is possible the study only analyzed 
a restricted range of alliance strength running from good therapeutic relationships to great 
therapeutic relationships.   
 Meta-analyses are very useful in analyzing quantitative data from a variety of 
sources, but there remain a number of factors to consider when combining effects from 
different studies.  These factors include: study quality, similarity between studies, and the 
perspectives of the relationship raters.  Combining these factors can introduce ―noise‖ 




288-289) stated, ―If study after flawed study seemed to point in the same general 
direction, we could not help believing that somewhere in all that variance there must be a 
reliable effect.‖  The pattern of strong relationships between alliance, empathy, and 
genuineness is not likely to be dismissed because of study flaws.   
Relationship in Practice and Construct 
 Because this analysis showed such close relationships between alliance, empathy, 
and genuineness, it might be important to consider how these might appear similarly and 
differently in practice.  Psychotherapy research treats these relationship variables as very 
distinct constructs.  However, these constructs may appear very similar to raters when 
presented with statements in a therapy session.  It can be difficult to preserve the 
distinctness of these constructs in a therapy session.  Therapist statements that appear 
conceptually distinct would include: ―Let’s see what we want to work on in therapy‖ 
(alliance) and ―I felt sad when you were talking about that‖ (genuineness). 
 This becomes complicated when these constructs overlap.  An easy argument 
could be made that one cannot give an empathic response that does not draw on the 
therapist’s genuine concern.  A statement like ―I would feel very upset if I were in your 
place‖ can be said without being genuine.  The therapist may say the statement while 
their genuine feelings toward the client are feelings of frustration.  This may or may not 
be perceived by the client.  Is the client more likely to rate high empathy with low 
genuineness, or are will they internalize a message that they don’t like their therapist?  
The conceptual distinctness is also complicated in situations when the empathic response 
matches a therapist’s genuine feeling.  One would see high ratings of both, blurring the 




 At a scale-level, it makes sense that alliance, empathy, and genuineness appear to 
be very similar constructs.  The whole aforementioned analysis can be seen as a study of 
construct validity.  At a level of content validity, some of the scales have very similar 
items to measure distinct constructs.  The WAI has an item ―I feel really understood‖ 
(Horvath, 1981, p. 227) and the BLRI empathy subscale has a similar item ―__________ 
understands me‖ (Horvath, 1981, p. 236).  Similarly, the WAI contains the item ―I feel 
that __________ is not totally honest with me about his/her feelings toward me‖ 
(Horvath, 1981, p. 228) and the Genuineness scale of the RRI has the item ―I felt there 
was a significant holding back in our relationship‖ (Kelley, 2002, p. 128).  From a 
content validity standpoint, it looks like some overlap between alliance, empathy, and 
genuineness is to be expected given the similarity in the sample items. 
Practice Implications 
To conclude, I have outlined some ways practitioners can recognize and utilize 
the alliance, empathy, and genuineness in the therapy setting.  Past research has linked 
alliance, empathy, and genuineness to treatment outcome (Elliott et al., 2011; Horvath et 
al., 2011; Kolden et al., 2011) and this analysis showed the relationships between these 
relationship variables.  The therapeutic relationship appears as a necessary, and 
sometimes sufficient, condition for change in most theories of psychotherapy.  It is 
therefore important for therapists to understand and recognize the different aspects of the 
therapeutic relationship as it appears in treatment. 
 Conceptually, engendering alliance, expressing empathy, and using genuine 
responses may appear different when used in therapy.  Alliance work usually involves 




involves the therapist accounting for the client’s behaviors, emotions, and words, and 
then reflecting this understanding back to the client.  Use of genuineness occurs when the 
therapist recognizes a ―gut-level‖ reaction to the client, determines the therapeutic merit 
of mentioning this reaction, and, if appropriate, divulging this response to the client.  The 
conceptual distinctions between the alliance, empathy, and genuineness are conceptually 
distinct, that does not prohibit any overlap.  At this point we do not know about the 
directionality of the relationships between alliance, empathy, and genuineness.  There is a 
high potential for overlap.  Examples of overlap can include: 1) use of empathy and 
genuineness can build the bond aspect of the therapeutic alliance, 2) empathizing with 
client frustrations over any perceived barriers to therapeutic goals, 3) expressing genuine 
frustration when a client consistently ignores their task work, etc.   
 While the alliance, empathy, and genuineness are key components of the 
therapeutic relationship, they do not fully comprise that relationship.  Other aspects of the 
therapeutic relationship include creation of a safe environment, responsiveness, liking, 
etc.  Beutler et al. (2004) identified several areas where therapist variables were under-
researched.  These areas provide direction for future research on the inner workings of 
the therapeutic relationship.  
 The therapeutic relationship should be understood as a fluid entity in 
psychotherapy.  Therapists can intentionally or unintentionally create an alliance rupture, 
thereby damaging the therapeutic relationship.  Therapists should not personalize or 
internalize these shifts, but do their best to work with the client at their current comfort 
level.  That being said, therapists need to recognize their influence on the therapeutic 




accept their responsibility and openly discuss any thoughts or feelings that led to the 
negative event.  Alliance ruptures could result from the differences in client and therapist 
perceptions.  An example would be ―I did not mean to upset you by my statement.  I was 
feeling frustrated that we often spend so much time talking about your job, which is just 
one area of your life.  I realize that it must be a very important area and I’ve wondered if 
there are other areas we’re not getting to talk about when we’re spending a lot of talking 
about work.‖ 
 As seen in the present analysis, therapists and clients perceive the therapeutic 
relationship differently.  This is a meaningful finding in that disagreement on the 
therapeutic relationship could have an impact on the progress of therapy.  Each perceiver 
of the relationship appears to have their own consistent viewpoint across relationship 
variables, but this does not always reflect the viewpoint of a different perceiver.  In order 
to monitor progress in the therapeutic relationship, therapists should solicit and 
acknowledge their client’s perceptions of the therapeutic relationship.  Oftentimes, one 
party (usually the therapist) will believe that the goals of therapy are clear while the other 
party will be uncertain about the direction of therapy.  Incorrect judgment of the strength 
of the relationship can impede the progress of therapy.  Therapists should elicit client 
feedback about the process of therapy.  This can be done with verbal check-ins (e.g. 
―Was my understanding of your feelings accurate?‖) and/or with questionnaires.  
Feedback should be accepted in a non-defensive manner.   
 In conclusion, the meta-analysis described in this work shows that the therapeutic 
alliance is very closely related to perceptions of therapist empathy and genuineness.  A 




race/ethnicity, and empathy measure.  This relationship is especially strong when a client 
or an observer rate both alliance and perceptions of therapist traits.  Future studies can 
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Table 1: Database Search Strategy 
 
1: alliance OR "therapeutic relationship" OR rapport OR "therapeutic bond" OR "client 
engagement" OR partnership OR "client relationship" OR "client therapist relationship" 
OR "relationship quality" 
 
2: therapist OR counselor OR analyst OR psychotherapist OR "social worker" OR 
practitioner 
 
3: empathy OR empathic OR genuine OR genuineness OR congruence OR acceptance 
OR honesty OR openness OR "real relationship" 
 





Table 2: List of Authors Contacted for Data 
Chris Barker 
Michael Constantino 
Telsie A. Davis 
Irene Elkin 
Adam Fenske 
Jairo N. Fuertes 
Asle Hoffart 
Milena Karlinska-Nehrebecka 




Jeanne C. Watson 
David C. Zuroff 




Table 3: Abstract Screening Guide 
 
Study Inclusion Criteria: Relationship between 
Therapist Characteristics and the Therapeutic 
Alliance 
  
1. Does the document report on a research study? 
 
0. No 
1. Yes, but a review 
2. Yes 
3. Can’t tell/not sure 
IF NO THEN STOP 
IF REVIEW THEN SKIP TO 
QUESTION 3 
2. If yes, is this a quantitative research study? 0. No 
1. Yes 
2. Can’t tell/not sure 
IF NO THEN STOP 
3. Does this document report on therapist empathy 
and/or genuineness?   
 




2. Can’t tell/not sure 
IF NO THEN STOP 
4. Does the document measure/examine the therapeutic 
alliance/relationship/partnership? 
 
If the study only looks at the supervisory working 




2. Can’t tell/not sure 
IF NO THEN STOP 
5. Does this study/review examine individual therapy? 




2. Can’t tell/not sure 




Table 4: Coding Guide 
A Meta-Analytic Review of the Relationships between the Therapeutic Alliance,  
Empathy, and Genuineness 






































1 – Journal Article 
2 – Dissertation  



















































1 – Mood Disorder (Depression, Bipolar) 
2 – Anxiety Disorders (PTSD, OCD) 
3 – Adjustment Disorders 
4 – Personality Disorders 
5 – Substance Abuse Disorders 
6 – Psychotic Disorders 











































1 – Practicum Student 
2 – Internship  
3 – Professional,  







Theoretical Orientation (broadly): 
1 – Cognitive  
2 – Psychodynamic  
3 – Humanistic 
4 – Systems 










Method of assigning participants to therapists: 
1 – Randomly to tx and therapist 
2 – Randomly to tx only 
3 – Randomly to therapist only 





Are between therapist measures provided? 
0 – No  















Alliance Measure Used: 
1 – Working Alliance Inventory (WAI) 
2 – CALPAS 
3 – VTAS 
4 – HAq 








1 – Client 
2 – Therapist 
















Reliability Type (presented in order of 
desirability, report best available): 
1. Coefficient alpha 








Reliability Source (prefer sample): 
1 – Sample 

























1 – Empathy 








Trait Measure Used: 
1 – Barrett-Lennard Relationship Inventory 
2 – Real Relationship Inventory 
3 – Truax-Carkhuff scale 
4 – Interpersonal Process Recall 








1 – Client 
2 – Therapist 
















Reliability Type (presented in order of 
desirability, report best available): 
1. Coefficient alpha 








Reliability Source (prefer sample): 
1 – Sample 



















1 – PreIntervention 
2 – ¼ of the way through 
3 – 1/3 of the way through 
4 – Halfway through 
5 – 2/3 of the way through 
6 – ¾ of the way through 
7 – At termination 
8 – Follow-up, time since termination________ 






































Table 7: Results of Moderator Tests for Therapist Empathy and Alliance 
Categorical 
Moderator k Qb p r 
Article Type 40 1.252 0.263  
     Published 18   0.56 
     Unpublished 22   0.474 
Therapist Experience  31 0.971 0.324  
    Practicum Student 8   0.608 
    Professional 10   0.51 
Theoretical Approach** 16 8.163 0.004  
    Cognitive/Behavioral 3   0.572 
    Psychodynamic 3   0.278 
Method of Assignment 30 0.908 0.319  
Random assignment 6   0.583 
Nonrandom 24   0.47 
Alliance Measure 41 0.52 0.771  
    WAI 31   0.528 
    HAQ 4   0.443 
    Other 6   0.553 
Alliance Rater** 40 6.372 0.041  
    Client 30   0.543 
    Therapist 11   0.303 
    Observer 9   0.544 
Empathy Measure** 45 15.925 
(Without IRI = 
6.529) 
< 0.01 
(Without IRI = 
0.088) 
 
    BLRI 22   0.588 
    AES 3   0.527 
    IRI 3   0.063 
    BES 3   0.62 
    Other 14   0.404 
Empathy Rater** 49 11.33 < 0.01  
    Client 25   0.555 
    Therapist 10   0.275 
    Observer 14   0.559 




    Rater Constant 42   0.562 




Moderator k Coefficient Value Qmodel pmodel 
Publication/Defense Year 38 0.009 2.159 0.142 
Male/Female Client Ratio 36 -0.002 1.007 0.315 
Number of Clients 40 1.13 x 10-5 0.000 0.98 
White/Nonwhite Client Ratio* 28 -0.004 6.21 0.01 
Client Mean Age 28 0.003 0.192 0.661 
Male/Female Therapist Ratio 27 0.002 0.528 0.467 
Number of Therapists 30 -0.002 2.695 0.101 
White/Nonwhite Therapist Ratio 21 0.003 1.384 0.239 
Average Number of Sessions 28 1.33 x 10-4 6 x 10-4 0.98 
 
Note: k = number of studies 
Qb = Heterogeneity between categorical variables 
Qmodel = Model fit Q statistic 
Pmodel = p-value (significance level) of model 
*Significant at the p < .05 level 




Table 8: Additional Information Regarding the Individual Alliance and Therapist 
Empathy Studies 
 Alliance Empathy Outcome 
Study Sessio
ns 
Type Rater Measure Rater Measure N ES 
Adler 1988 12 Study of alliance 
in psychotherapy 
C, T WAI, HAQ C BLRI 44 .611 


















nr Psychodynamic C HAQ C, T BLRI, IRI 45 .378 
Constantino et 
al. 2008 
16 Cognitive therapy 
for depression 
C WAI C BES 17 .802 
Crowley 2000 13 Pretreatment 
characteristics as 
alliance predictors 





Daniels 1993 nr Predicting 
alliance strength 
C HAQ C BLRI 54 .288 





T WAI T JSPE 48 .161 
DeGeorge 
2008 
14 Empathy and the 
therapeutic 
alliance 
C WAI C BLRI 62 .618 
Evans-Jones 
et al. 2009 
nr CBT in psychosis C, T WAI C, T BLRI 24 .637 
Forman 1990 6 
weeks 
Trait empathy in 
patients with 
chronic pain 












C, T WAI C BLRI 51 .574 





Correlates of real 
relationship 
C, T WAI C BLRI 59 .369 
Fuertes et al. 
2009 
nr Behavioral 










Hayes et al. 
2007 
24 Countertransferen
ce in behavioral 
therapy 
C WAI C BLRI 69 .693 









C, T WAI C, T BES 80 .715 
Horvath 1981 10 Validation of the 
WAI 
C, T WAI C, T BLRI 29 .808 
James 1986 nr Concurrent effects 
in therapy 
C HAQ C Session Impacts 
Questionnaire 
151 .44 










1 Prognostic factors 







Kim et al. 
2002 
1 Asian American 
cultural adherence 
C WAI C BLRI 78 .678 






C WAI C BLRI 88 .973 
Kim et al. 
2009 
1 Adherence to 
Asian cultural 
values 
C WAI C BLRI 61 .908 
Lampropoulos 
2006 









Li & Kim 
2004 
1 Counseling style 
and adherence to 
Asian American 
culture 
C WAI C BLRI 52 .811 
Linley & 
Joseph 2007 
nr Therapist work 
and well-being 
T WAI T JSPE 156 .321 
Macauley 
2005 
nr Qualities of 
therapeutic 
relationship 
O WAI O BLRI 40 .517 
Moseley 1983 14 Therapeutic 
relationship and 
outcome 
C WAI C BLRI 25 .91 
Murphy 1988 nr Cognitive and 
affective empathy 
and the alliance 























Rossi 2012 5-32 Successful vs. 
unsuccessful 
psychotherapies 
C, T WAI O Not reported – 
observer coding 
12 .25 
Rothman 2007 1-120 Therapeutic 
alliance with 
sexual offenders 
C WAI C BLRI 44 .902 
Saunders 2000 17 Association of 
bond and outcome 
C Therapeutic 












16-20 Contribution of 
empathy to early 
alliance 
C WAI O MEE 30 .604 
Tresky 2010 1 Gender sensitive 
counseling 
C WAI O BLRI 34 .492 


















O WAI, Global 
Alliance 
Rating 
O AES, MEE 30 .53 
Wolff & 
Hayes 2009 
nr Substance abuse 
therapy 
C WAI C BLRI 40 .829 




O WAI O AES, BLRI 189 .466 




O WAI O AES, BES 647 .701 




brief therapy for 
depression 





C = Client 
O = Observer 
T = Therapist 
 
Measures: 
AES = Accurate Empathy Scale 
BES = Burns Empathy Scale 
BLRI = Barrett-Lennard Relationship Inventory 
HAQ = Helping Alliance Questionnaire 
IRI = Interpersonal Reactivity Index 
JSPE = Jefferson Scale of Physician Empathy 
MEE = Measure of Expressed Empathy 
VTAS = Vanderbilt Therapeutic Alliance Scale 




Table 9: Studies of Alliance Related to Empathy by Theoretical Approach to Treatment 
 
































WAI BES 0.665 















WAI BLRI 0.55 
Evans-
Jones et al. 









WAI BLRI 0.563 












TBS TBS 0.19 












C = Cognitive approach 






BLRI = Barrett-Lennard Relationship Inventory 
MEE = Measure of Expressed Empathy 
TBS = Therapeutic Bond Scale 




Table 10: Moderator Test of Race/Ethnicity Effects on Alliance/Empathy 
Race/Ethnicity Coefficient Value p-value 
White -0.007 0.515 
African-American -0.003 0.683 
Latino 1.83 x 10-4 0.758 
Asian-American -7.42 x 10-4 0.741 
Native American 0.002 0.721 
Mixed Race -0.014 0.435 
International -0.009 0.422 
 





Table 11: Funnel Plot of Alliance and Therapist Empathy Studies 
































Table 14: Additional Information Regarding the Individual Alliance and Therapist 
Genuineness Studies 
 Alliance Empathy Outcome 
Study Sessions Type Rater Measure Rater Measure N ES 
Fitch 2007 nr Counselors as 
caregivers 





Correlates of real 
relationship 
C, T WAI C BLRI, RRI 59 .42 
Gelso et 
al. 2005 
>5 Validation of the 
RRI-T 








C WAI C BLRI, RRI 187 .854 
Lo Coco 







C, T WAI C, T RRI 65 .479 
Marmaros
h et al. 
2009 
15 Real relationship 
in psychotherapy 















C WAI C BLRI 44 .978 
Spigelman 
2011 
16-20 Contribution of 
empathy to early 
alliance 





brief therapy for 
depression 






C = Client 








BLRI = Barrett-Lennard Relationship Inventory 
MEE = Measure of Expressed Empathy 
RRI = Real Relationship Inventory 
VTAS = Vanderbilt Therapeutic Alliance Scale 




Table 15: Results of Moderator Tests for Therapist Genuineness and Alliance  
 
Categorical 
Moderator k Qb p r 
Article Type 10 2.111 .146  
     Published 6   .467 
     Unpublished 4   .628 
Therapist Experience  9 0.566 .452  
    Professional 4   .594 
    Mixed 5   .497 
Alliance Rater 12 1.311 .252  
    Client 7   .583 
    Therapist 5   .506 
Genuineness Measure 11 .023 .878  
    BLRI 4   .539 
    RRI 7   .561 
Genuineness Rater 12 .636 .425  
    Client 7   .559 
    Therapist 5   .471 
Rater Constancy** 19 29.898 .000  
    Rater Constant 11   .628 




Moderator k Coefficient Value Qmodel pmodel 
Publication/Defense Year 10 -0.01 0.125 0.723 
Male/Female Ratio 8 -0.005 1.087 0.297 
Number of Clients 10 -1.18 x 10-4 0.02 0.886 
White/Nonwhite Client Ratio* 6 -0.013 5.423 0.02 
Client Mean Age 7 -2.07 x 10-4 0.0001 0.992 
Male/Female Therapist Ratio 5 -0.005 2.178 0.14 
Number of Therapists 8 1.04 x 10-4 0.014 0.903 
White/Nonwhite Therapist Ratio 7 0.003 0.184 0.67 
Average Number of Sessions 9 0.007 1.76 0.184 
 
Note: k = number of studies 




Qmodel = Model fit Q statistic 
Pmodel = p-value (significance level) of model 
*Significant at the p < .05 level 




Table 16: Funnel Plot of Alliance and Therapist Genuineness Studies 
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